Introduction
Snake bites are well known medical emergencies in many parts of the world especially in tropical countries, including India. Nearly, of the 216 species of snake identifiable in India 52 are known to be poisonous. The major families of snakes in India are elapidae which includes common cobra, king cobra and common krait; viperidae includes Russell's viper, saw scaled viper and pit vipers and hydrophiidae (sea snake). Different species of snake bite are associated with different clinical features, although there may be considerable overlap in presentations. To diagnose the species of snake responsible for the bite for optimal clinical management, a syndromic approach have been developed by world health organization (WHO (Figure 1 ) of the brain and pituitary revealed partially empty sella. A diagnosis of post Russell's viper bite pituitary apoplexy was made and the patient was put on oral ethinyl estradiol/norgestrel, hydrocortisone followed by levo-thyroxine replacement. The patient started menstruating after 2 months, lethargy and loss of appetite improved remarkably and currently doing well in subsequent follow-up.
Discussion
The Russell's viper (Daboia russelii and D. siamensis) is one of the most dangerous snakes in all of Asia including in India, accounting for thousands of death per year. It has a myriad of presentations and complications. Coagulation disorder with or without bleeding manifestations dominates the clinical picture of Russell's viper bite. They are also associated with prominent local signs, hypotension, renal failure and neurological manifestations leading to severe morbidity and mortality. Our patient suffered from both neurotoxic and hematotoxic features immediately after the event and presented 4 weeks later with features of pituitary insufficiency. Our patient developed syndrome 5, as per the criterion given by WHO in 2010. [1] Hypopituitarism is a complication of Russell's viper bite due to impairment of both pituitary and hypothalamus. Russell's viper bite is known to cause acute and chronic hypopituitarism and diabetes insipidus, perhaps through deposition of fibrin microthrombi and hemorrhage in the pituitary gland resulting from the action of system and abdominal examination was unremarkable. No bleeding from any site was noted. However, the 20 min whole blood clotting time (WBCT) was prolonged and routine urine examination showed presence of RBCs. ASV was reinstituted and few fresh frozen plasmas (FFPs) were transfused.
Investigations revealed hemoglobin to be 9.1 g%, total leucocyte count (TLC) of 14,800 mg%, differentials of 72% neutrophil, 24% lymphocyte, 2% eosinophil and 1% each of basophil and monocyte. The patient's blood urea was 237 mg%, creatinine 8.96 mg%, serum Na + 135 mEq/L and K + 4 mEq/L. The patient's aPTT, PT and FDP were 24 s, 18 s and10,000 ng/ml, respectively. Liver function test showed a total bilirubin of 1.2 mg % with slightly elevated liver enzymes and blood for HBsAg, anti-HCV antibody and HIV were negative. USG revealed minimal ascites and mild pericardial effusion. Patient was put on hemodyalysis (HD), subsequently 14 HD were done with few units of blood transfusion (BT). In addition IV antibiotics were given along with other supportive measures. The patient's urine output, WBCT, aPTT, PT, Hb , TLC, FDP, blood urea and creatinine were normalized gradually. Patient recovered with our treatment. the patient was subsequently discharged in stable condition after 39 days of admission to our hospital.
The patient presented to our OPD for follow-up 4 weeks later. She then complained of lethargy, mild headache, loss of appetite, and weight loss. Examination of the patient was unremarkable. On the subsequent follow-up visit after 3 months the patient complained of amenorrhea along with her previous complains. Examination of the patient was unremarkable other than sparse axillary and pubic hair and a pulse of 76/min regular and a blood pressure of 100/66 mm of Hg measured in both arms in sitting position. Her supine blood pressure was 100/60 mm of Hg and standing blood pressure after 3 minutes was 88/60 mm of Hg. Urine for pregnancy test was negative. Taking the patient's past history into consideration, a complete blood count, blood urea, serum creatinine, electrolytes, liver venom procoagulant enzymes and hemorrhagins. Forty nine cases of hypopituitarism following Russell's viper bite have been described in the literature. [2] A few cases of hypopituitarism and pituitary necrosis following envenoming by Russell's viper resembling Sheehan syndrome have been reported from various Southeast Asian countries including Sri Lanka, India and Myanmar. [2] [3] [4] Apart from this, unusual complications like myocardial infarction, [5] ventricular tachycardia, [6] parotid swelling, [7] cardiac tamponade, hemoperitoneum may occur following Russell's viper bite.
Conclusion
Diagnosing hypopituitarism in a case of Russell's viper envenomation requires a strong clinical suspicion for this rare complication. Subtle clinical features such as loss of appetite, fatigue and hypotension with normal pulse rate and without any symptom of orthostatic hypotension or hyperpigmentation should raise suspicion of hypoadrenalism. In the background of snake bite such a presentation should raise the suspicion of hypopituitarism.
